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EXECUTIVE SUMMARY  
Increasing the involvement of men in reproductive health issues is recognised as a major step 
towards combating HIV/AIDS, gender-based violence (GBV) and improving the health of 
women and children. The FRONTIERS program of the Population Council, in conjunction 
with EngenderHealth and Hope Worldwide, are implementing the Men as Partners program in 
selected sites in Soweto. As part of the project, FRONTIERS has designed a study to assess 
the effectiveness of this community-based intervention which is aimed at increasing male 
involvement in GBV reduction and in reproductive health (RH) and HIV prevention, care and 
support activities. The qualitative diagnostic study described here is one component of the 
broader evaluation study. It aims to develop a crucial understanding of the context of sex, 
gender and GBV within a cultural and socio-economic framework in selected sites in Soweto.  
 
The diagnostic study was conducted in 21 sites in Soweto. It involved 20 focus group 
discussions with men and women across three main age groups (15-24, 25-34 and 35-54) and 
in-depth interviews with 12 men and women across the same age groups. An additional 8 
interviews were conducted with key community leaders. 
 
The socio-cultural definitions of gender indicate that the traditional views of manhood and 
womanhood are dominant in the communities we studied. Although culturally embedded 
stereotypes of gender underlying the expectations of masculine and feminine roles are 
difficult to challenge, the data indicates some measure of a paradigm shift particularly among 
the younger respondents who are beginning to realise the value of equitable relations between 
men and women. This has positive ramifications for the Men as Partners program that is 
specifically targeted at young men between the ages of 15 and 34.  
 
Gender inequalities and biases are evident in virtually every aspect of the social lives of men 
and women in the sites of study. This is evidenced by the interface between gender and 
culture as explanatory factors in most issues that were discussed. Not surprisingly, unequal 
gender relations inhibit women‟s ability to practice safe sex and contribute to the high 
incidence of gender-based violence within the study communities. The existing definition of 
manhood is also not supportive of safe sexual practices. For example, having sex without a 
condom is associated with being manly while on the other hand the inability to achieve a 
sexual conquest within a given time is considered as a weakness.  
 
The findings indicate that gender-based violence is very widespread in the study‟s sites and 
the key factors that explain violent tendencies in men are linked to gender and culture.  
Respondents were generally positive about the Men as Partners intervention but highlighted 
the main obstacle to male participation as stigma attached to the perception that reproductive 
health issues are women‟s issues. The prevention of mother to child transmission of HIV 
(PMTCT) is one area of reproductive health where men have a vital role to play because the 
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essential components of PMTCT such as prevention of unwanted pregnancy among HIV 
positive women or formula feeding for infants born to HIV positive mothers would require 
women to have some consent and support from their male partners. Drawing from the general 
discussions on male involvement in RH and GBV it is evident that there is room to integrate 
men in PMTCT provided that the intervention addresses the gender-culture stereotypes raised 
and also educates men on ways in which they can get involved. 
 
Since gender inequalities emerged as a key explanatory factor for GBV and reproductive 
health concerns, the deconstruction of gender stereotypes and social norms that compromise 
the health of men and their partners and children is a task that requires a social movement 
engaging a broad community approach in challenging the social norms.  
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1 INTRODUCTION 
1.1 BACKGROUND 
1.1.1 HIV/AIDS and Gender-Based Violence 
HIV/AIDS is a major public health challenge throughout the world today. It is estimated that 
between 35 million and 43 million people are currently living with HIV/AIDS in the world. 
(UNAIDS, 2004). In Sub-Saharan Africa, an estimated 3 million people were infected in 2003 
alone. (UNAIDS, 2004). Gender-based violence is another serious public health and human 
right concern globally. According to a WHO report on violence and health (2002) between 
10-69% of women in 48 population-based surveys around the world had been physically 
abused by their partners at some point in their lives. Vulnerability to abuse among women is 
higher in societies that exhibit marked inequalities between men and women and those whose 
cultural norms support or tolerate such abuse. GBV is associated with a range of adverse 
health outcomes including gynaecological problems such as vaginal bleeding and fibroids, 
maternal mortality, pre-mature labour, low birth weights, still births, psychological problems 
such as depression and suicidal tendencies as well as HIV/AIDS and other STIs (WHO, 
2002).  
 
In South Africa, the levels of gender-based violence and domestic abuse are extremely high. 
In 2001, 37 711 rapes or attempted rapes were reported to the South African Police Service 
(SAPS) (Crime Information Analysis Centre, 2001). The actual occurrence of rape in South 
Africa is probably far higher than these crime statistics suggest, since they reflect only those 
cases that have been reported to the police yet rape is a widely under-reported crime. A high 
rate of GBV is correlated to the spread of HIV in several ways. Due to unequal gender 
relations, women are often unable to influence the circumstances under which sex occurs and 
are likely to encounter physical violence or the threat of violence if they do; coerced sex 
increases the risk of HIV and STI infection; the fear of violence influences women‟s 
willingness to get tested and disclose their HIV status (SA Gender Based Violence and Health 
Initiative, 2001). Given the intertwined nature of these two issues, it is imperative that 
programs addressing HIV/AIDS also consider the effects of GBV in order to achieve 
maximum impact.  
 
1.1.2 Male involvement in reproductive health 
Given the impact of HIV/AIDS, particularly in Africa, the socialisation of boys and men 
regarding sexuality is one of the areas of masculinity that is of major concern. Stereotypes of 
masculinities affect male involvement in public health and HIV/AIDS programs. Healthcare 
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has traditionally focused on women, and expectations to conform to hegemonic ideas of 
masculinity negatively influence men‟s willingness to participate in health activities. 
Consequently, their own health as well as that of their families is compromised. Men are 
generally less used to accessing medical and reproductive health care than women, making 
them less likely to access knowledge and methods for HIV prevention and less likely to seek 
treatment for STIs.  
 
Research conducted in 2000 found that gender stereotypes continue to inform reproductive 
health programs (Marriott & Townsend, 2004). Men are seen as uninformed and irresponsible 
with regard to fertility control; as blocking women‟s contraceptive use; sexually promiscuous; 
and under-investing in their children (Marriott & Townsend, 2004). Many reproductive health 
care services have therefore tended to exclude men in the past, although it is frequently 
difficult for women to ensure their own sexual and reproductive health without the 
participation and acceptance of men.  
 
The challenge today is not only to involve men in health enhancing programs and services but 
also to engage men as partners in HIV/AIDS awareness, prevention and care and support. 
Because men tend to have more sexual partners and more control over decisions regarding sex 
than women do, it is the behaviour of men that determines how quickly, and to whom, the 
virus is transmitted (UNFPA, 2001). As a result, HIV prevention efforts aimed at men and 
boys impact not only on their health but also on the health of women and girls. These efforts 
complement and strengthen prevention programs for women and girls, which remain critically 
important.  
 
Efforts to include men and boys in sexual and reproductive health programs have intensified 
worldwide in response to the HIV/AIDS epidemic, despite various stumbling blocks. A study 
looking at the feasibility of integrating men in reproductive health in Kenya identified the 
following as some of the barriers to men‟s involvement; financial constraints such as time or 
money to travel to health facilities, socio-cultural factors such as discouragement from peers, 
and institutional factors including overcrowding and negative attitudes from service providers. 
An important finding of the study was that the majority of men and women were open to men 
increasing their involvement in reproductive health. Despite these positive attitudes, the study 
found that providers were opposed to having men present in examination rooms, in the labour 
wards or during delivery of their children (Muia, et al, 2000).   
 
1.1.3 Men as Partners 
The Men as Partners program (MAP) is one of the few initiatives that systematically responds 
to HIV/AIDS, reproductive health and gender-based violence in an integrated manner. The 
MAP program is a global initiative designed to work with men on HIV/AIDS and 
reproductive health issues within a gender framework. It is based on the realisation that 
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current gender roles give men the power to influence women‟s reproductive health, that these 
roles put men at risk by associating risky health practices with manhood, and that men have a 
positive role to play in improving their own health and that of their families. Based on these 
three elements, the program targets individuals and communities and has two broad aims: 
a. To challenge the attitudes, values and behaviours of men that compromise their own 
health and safety as well as the health and safety of women and children;  
b. To encourage men to become actively involved in HIV/AIDS related prevention, care 
and support activities, and in preventing gender-based violence. 
 
The program involves running workshops with men, training male peer educators and raising 
community awareness around issues such as reproductive health, gender-based violence and 
HIV/AIDS, amongst others. MAP also works with other NGOs to build their capacity to start 
similar programs. The MAP program in South Africa was established in 1998 by 
EngenderHealth in partnership with the Planned Parenthood Association of South Africa 
(PPASA). The program was launched in 8 provinces in South Africa in urban, semi-urban and 
rural communities.  
 
1.1.4 The FRONTIERS intervention 
The FRONTIERS intervention targets men as partners in HIV/reproductive health. The 
effectiveness of the intervention will be tested over a three-year period by means of a cluster 
randomised control trial research design that involves pre- and post-intervention household 
surveys with men participating in MAP workshops and their partners. The aim of this broader 
evaluation study is to assess the effectiveness of the MAP intervention in: 
a. Changing gendered attitudes and norms as well as gender dynamics in relationships  
b. Reducing the prevalence of different forms of gender-based violence and STI, HIV, 
and unwanted pregnancy risk behaviours at the community level 
c. Increasing male involvement in prevention of GBV and in HIV prevention, care and 
support activities. 
 
As part of the larger evaluation of the MAP program, C A S E was commissioned by the 
Population Council to conduct an initial diagnostic study to explore local meanings of gender, 
various forms of gender-based violence as well as reproductive health practices within the 
Soweto community. This information will be used to inform the design and implementation of 
the MAP intervention in Soweto as well as the baseline survey instruments. 
The specific objectives of the qualitative diagnostic study are: 
 To identify the socio-cultural context in Soweto within which gender-based violence, 
sexual practices and gender dynamics in relationships are located 
 To determine which factors encourage or discourage male involvement in 
HIV/reproductive health activities 
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 To investigate the nature and coverage of HIV, reproductive health and GBV related 
services in the communities under study.  
1.2 METHODOLOGY  
In order to the collect the qualitative data required, C A S E used a combination of individual 
in-depth interviews and focus group discussions. As opposed to surveys, qualitative methods 
are limited in reach. However, the diagnostic study does not intend to generalise its findings 
but hopes to inform and complement the quantitative component by providing a deeper 
understanding and meaning to gender relations and how they relate to reproductive health and 
gender-based violence within the communities that have been targeted for the intervention.  
1.3 STUDY SITES AND SAMPLING 
The aim was to target people who live in areas in Soweto in which the MAP intervention and 
evaluation study would be conducted. Therefore, participants for the diagnostic study were 
drawn from the same intervention and control sites in Soweto that had been identified for the 
larger evaluation survey. Participants in the diagnostic study came from 21 sites in Soweto 
where Hope World Wide had not yet implemented the MAP intervention. 1 
 
The sampling strategy was purposive - any males and females who belonged to one of the 
three main age categories (15-24 years, 25-34 years and 35-54 years) and lived in one of the 
identified areas could be included in the sample. Attempts were made to ensure that focus 
group participants came from as wide a range of areas (within the 21 sites) as possible. 
Community or opinion leaders from the study sites were also included in the sample for in-
depth interviews and for the mixed focus group discussions.  
1.4 PROCEDURE 
A total of 14 focus group discussions were conducted in the various sites in Soweto. These 
were split by age and sex and each focused on either gender issues or HIV/RH. Two “mixed” 
groups were also convened with community and opinion leaders including teachers, health 
professionals and elected councillors. In total, 143 people participated in the focus group 
discussions. Each group had between 8 and 12 participants. Almost all participants were black 
African with the exception of a coloured male in the 15-24 years group and an Indian male in 
                                                 
1 Kliptown, Klipspruit, Orlando West, Molapo, Dlamini, Jabulani, Meadowlands Zone 6, Diepkloof Zone 6, Dube and Protea 
Glen, Orlando East, Naledi Ext.2, Mofolo South, Klipspruit Ext., Goldev, Diepkloof Zone 3, Mofolo North, Mapetla, Mmesi 
Park, Jabavu and Diepkloof Zone 1. 
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the 25-34 years group. The majority of the respondents were unemployed and had lived in 
Soweto most of their lives.2  
 
A total of 20 in-depth interviews were also conducted in the same sites in Soweto. The 
interviews were split equally by sex. Two males and two females were interviewed from each 
of the three main age groups (as specified for the focus group discussions). The rest of the 
interviews were conducted with male and female community and opinion leaders, such as 
religious leaders, police, health activists and business people. A large number of the 
interviewees were unemployed.3  
1.5 INSTRUMENT DESIGN 
Given the time constraints of a focus group discussion, it would not have been possible to 
cover all the issues of the study in one discussion. Two themes were then developed - gender 
and reproductive health and each focus group dealt with one of the two themes. Both focus 
group guidelines were developed in consultation with Population Council and other members 
of the MAP team. The gender focus group guideline explored questions around gender 
definitions, negotiation of sex and appropriate sexual behaviour, abuse and gender-based 
violence and knowledge and experiences of prevention, care and support services in gender-
based violence within the community. The reproductive health discussions were centred on 
communication and guidance on sex and puberty, risky sex, protective behaviour and also 
included questions around the availability and accessibility of RH/HIV care and support 
services in the community. Both the gender and reproductive health discussions explored 
attitudes and strategies to involve men in RH and in challenging GBV.  
 
The in-depth interview guideline included questions relating to both gender and reproductive 
health issues.  
1.6 TRAINING AND FIELDWORK 
C A S E together with FRONTIERS Program staff conducted a one-day training session with 
the interviewers and the focus group moderators. The focus of the training was on moderating 
and interviewing skills, responsibilities of interviewers and moderators and ethical 
procedures. Data collection began in mid-February and was completed towards the end of 
March. The focus group discussions and in-depth interviews were conducted in the preferred 
language of the respondents and were then transcribed and translated into English. An 
                                                 
2 Please see appendix 1 for a summary of the focus groups that were conducted by topic, sex, age group and number of 
participants. 
3 Please see appendix 2 for demographic details of the respondents.  
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observer and note-taker were present at each group and took notes of the discussions. These 
were useful in supplementing the recordings especially where the recordings were unclear. 
1.7 ETHICAL PROCEDURES 
As the issues being studied were of a highly sensitive nature, it was essential to strictly follow 
the ethical procedures that were laid out for the study. During training, the moderators and 
interviewers were trained on how to obtain informed consent, the risks and benefits of the 
study and maintaining confidentiality. All focus group participants and individual in-depth 
interview respondents were informed about the nature and purpose of the study and were 
required to sign a consent form.  
 
In the case of minors4, informed consent was obtained both from the parent and the 
participant. The participants were also asked to give their signed consent for the discussion or 
interview to be tape-recorded. There were about 3 to 4 refusals encountered for every focus 
group discussion held and 5 refusals in total for the individual in-depth interviews. The 
reasons for refusals were mainly disinterest in the study/topic as well as suspicion and distrust 
particularly because of the high crime rate in Soweto. Additionally, several respondents 
agreed to participate but failed to turn up for the interviews or focus group discussions.  
1.8 STRUCTURE OF THE REPORT 
Three main sections are covered in the report. The first section looks at the socio-cultural 
context of gender and sex and covers definitions of masculinity and femininity, sexual 
maturity, gendered meanings of sex and consensual sex. The next section covers gender-based 
violence – prevalence and perceptions. The third chapter looks at reproductive health issues 
such as discussion of puberty and sex, risky sexual behaviour and safe sex as well as the 
availability and accessibility of services in these communities. This section also covers 
strategies to involve men in reproductive health. The next chapter discusses the findings and 
their implications for the intervention. The report ends with some conclusions and 
recommendations and also highlights possible areas for further research. 
 
                                                 
4 Minors are defined here as respondents below 18. Some participants above 18 but under 21 also insisted that we obtain 
consent from their parents even though they were allowed to give consent on their own  
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2 THE SOCIO-CULTURAL CONTEXT OF GENDER 
2.1 DEFINITIONS OF MASCULINITY AND FEMININITY 
In order to understand ways in which men can be targeted for change, it becomes crucial to 
unpack the social construction of gender, masculinity and femininity within a specific cultural 
context. Definitions of manhood and womanhood are particularly important in understanding 
sexuality and the efficacy of intervention strategies because it is widely held that unequal 
gender relations contribute to the inability of women to negotiate safe sex with their partners. 
We explored this question at length in the focus groups and in-depth interviews. Respondents 
were asked to describe what they understood to be a “real man” or a “real woman” and were 
also asked to speak about the expected roles of fathers and mothers in their particular 
communities. In both cases, the definitions could be grouped into traditional or progressive 
categories.  
 
The most popular definitions of a “real man” centred on the traditional role of a man as the 
head of the family. There were no differences noted between individual and group responses 
to this. The hegemonic view of manhood is the ability to take overall responsibility of the 
family and to provide for them materially and otherwise. Additionally, the role of the wife in 
relation to the husband is regarded as a supportive one although the woman‟s key role tends to 
be confined to the reproductive roles of childbearing and rearing. One group observed that 
although women‟s roles today extend beyond the home, the gendered power dynamics in 
heterosexual relationships lend the man the ultimate authority and control over the household. 
One participant noted that the maintenance of discipline in the family is a symbol of strength 
and that men who exude power and strength are admired in his community. 
 
“I can say that to be a man you have to have strength. I do not mean strength in terms of muscles. No. 
I mean [strength] in that you have to be the one taking care of the family; you must be the one 
maintaining the law. That kind of a man is good in my community. Being a real woman for example, 
is someone who has responsibility in raising the children; taking care of the household if the man is at 
work. If a man is not at home the woman is the one who has to make sure that the law is being 
upheld.” (Male, 35-54, FGD) 
 
The above response captures the image of a woman‟s role being subordinate by indicating 
that the woman is only granted responsibility and control over the home in the man‟s absence.  
 
Although traditional images of a man were more common, some progressive definitions of 
masculinity were also noted. These tended to be phrased along the lines of what an ideal man 
does not do. It was said that real men do not engage in socially unacceptable behaviour such 
as alcoholism and drug abuse. An interesting quote stated by a young male respondent was 
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that “real men don’t rape” which happens to be a slogan of a media campaign against women 
and child abuse. In general, the progressive definitions were more likely to be expressed by 
younger respondents while older participants tended to have stereotyped understandings of 
masculinity and femininity.  
 
The contemporary man is considered to be diligent, responsible and a role model to others in 
his community. Many see the roles of the new man as going beyond the provision of material 
needs by providing domestic assistance and physical and emotional presence for his wife and 
children. However, the notion that these “progressive” definitions are more ideal than 
practical was implied in several instances. As a result of migration and the fragmented nature 
of the family set-up in South Africa, women are faced with the onerous challenge of heading 
households single-handedly. According to the October Household Survey (1995), at least 
40% of all children under the age of 7 were living with their mothers only. This therefore 
implies that for many, the image of a real man is either shaped by other male figures in the 
community but very possibly also by the positive “manly” attributes of diligence, leadership 
and provider observed from their mothers. Several participants defined real women as those 
who “hold the knife by its sharp point” referring to the ability to raise their families and 
handle the difficulties of life with or without a partner.  
 
It was also noted that even where children lived with both parents, women still have to take an 
inequitable share of responsibility and duty over the home. Also, when it comes to parent-
child relationships, children tend to be closer to their mothers than their fathers because of 
their physical and emotional presence. 
 
As part of the exploration of gendered attitudes and norms, we also asked respondents to 
discuss expectations of fatherhood and motherhood in their community. Manhood or 
womanhood tends to be equated with parenthood and hence there were no differences 
between for example, the expectations of a “real man” and the expectations of a father. The 
definition of fatherhood and motherhood goes beyond biological parentage to include 
extended family members such as uncles and even neighbours. This particularly holds true in 
the cases where fathers are absent which is a common feature of the household structure 
today, as previously mentioned. 
 
In one group (Female, 25-34) there was silence when the group was asked to describe their 
community‟s expectations of a father. When the facilitator enquired about the silence, the 
group said that they found this question difficult to answer since most of them had been raised 
by single-mothers. The main reason for the fathers‟ absence was abandonment. Other reasons 
cited were migration, separation, death and divorce. The importance of other father figures in 
the absence of the biological father was raised here. However, among this group, one member 
admitted that in the absence of her father, the other male figures she had relied on to provide 
her with a positive role model had not lived up to expectation and so she could not practically 
define the role of a father.  
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In another mixed group discussion there was heated debate about what one participant 
deemed as the generalised irresponsibility of men. Although several members of the group 
supported the argument that the burden of raising a family is often inequitably shouldered by 
women, a male participant argued that there are men, although few, who take responsibility of 
their families and who contribute fairly to domestic duties. A female member of the same 
group who felt that gender roles have significantly changed from the previous generation 
shared his sentiments. 
 
“There is no such a thing as the father is the head of the house! That thing destroyed our grandfathers 
and fathers. Today there is nothing like that. Instead a man should say; my wife has gone to work, let 
me also take responsibility and help her by doing household chores, look after the children, change the 
napkins…” (Female, mixed group)  
  
The above response is interesting because the respondent is eager to see the new man 
participating in household chores although she sees that more in terms of the man playing a 
supportive role rather than taking over that role independently. This brings in the question of 
equity versus equality that is common in gender debates. Men often misconstrue gender as a 
concept that tries to promote women to have equal status with men whereas women argue that 
they want to keep their roles as women and still respect men as the heads but want equitable 
access to resources like education and employment and also want men to contribute to 
domestic roles particularly where the woman has other roles outside the home. The data gives 
evidence to this because men tended to see gender as a demand for equality by women while 
women generally see gender from a human rights perspective as shown below.  
 
“They say we are equal…no we are not equal; we will never be equal.” (Male, 25-34) 
 
“There is this law or policy that deals with the gender [issues]. Yes, but that doesn‟t mean we don‟t 
have to respect our men. Men respect us very much and they are the heads of our families.  They are 
our children; we brought them to this world. That doesn‟t mean that the father must be a bully.  He has 
to treat me like a flower, as much as he wants me to take him and they are our husbands as well.  We 
have to respect and look after them.  But now it doesn‟t mean as a father, if I say to him, I want to go 
to Tsepho‟s funeral, he does not have to prevent me because he is the father and he makes the rules.  
He also has to satisfy my needs as a woman or as his partner.” (Female, mixed group) 
 
An important dimension to the discussion on irresponsible behaviour among men was raised 
by a male participant on the topic of involving men in reproductive health. He pointed out 
how external factors such as unemployment might rob a man of his masculine role of provider 
thus relegating him to an inferior status and making him the subject of ridicule and shame. 
This would bring about feelings of inadequacy and hopelessness and eventually lead to 
socially irresponsible behaviour such as alcoholism.  
 
“And your children would end up calling you names; my father is „useless‟. When he wakes up in the 
morning he washes and then goes to drink. He does not come with bread.” (Male, 40) 
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It is difficult to pinpoint the factors that contribute to an individual‟s shift from the dominant 
view of masculinity and/or femininity. The importance of public role models in changing the 
discourse on gendered norms and practices is one possible explanation. This was highlighted 
in one group where a female participant told the others about a local celebrity who has 
publicly praised her husband‟s performance of domestic chores.  Interestingly, this participant 
made a snide remark to the effect that this is reported behaviour perhaps indicative of her own 
doubts that indeed there are men who have departed from traditional masculinity in practice.  
 
“You know, I like Yvonne Chaka Chaka and Mhinga. Yvonne Chaka Chaka sometimes appears on 
TV and she says “my husband…” I don‟t know how true it is, that‟s what she is telling us. She says, 
“Me and my husband we are sharing. My husband can wake up in the morning and wake me up if I am 
late.  He then takes the children and gives them a bath while I continue with something else.  It means 
that we share whatever we are doing”. That is a real father. Yes, that is a real father.” (Female, mixed 
group) 
 
In summary, three levels emerged in the discussions of an ideal man; the traditional man, the 
contemporary man and the changing traditional man whose progression is hampered by 
external circumstances such as unemployment or migration. It was evident that perceptions of 
a real man differed by gender and age. Young men seemed to be more open to the idea of a 
changing man while the older men appeared to want to cling to tradition. Generally, women 
irrespective of age saw the new contemporary man as their idea of a real man or a real father.  
2.2 SEX AND GENDER 
2.2.1 Sexual maturity 
This section explored the attitudes and practices regarding the issue of sexual debut among 
youth. It is important to understand peoples perceptions and norms on sexual behaviour in a 
specific social setting because such an understanding facilitates the development of 
appropriate interventions on reproductive and sexual health services especially for the youth 
(15-34) who are the primary target group of the Men as Partners program. On the question of 
age at which sex should commence, community norms fell at the bottom, individual practices 
in between and community norms emerged on the extreme end of the scale as illustrated by 
the following diagram.  
 
Community perception          Individual behaviour                      Cultural ideal 
 
Early teenage                  mid to late teenage                                   Marriage 
Perceptions, norms and ideals on sexual maturity  
Many respondents were of the opinion that compared to the past, young people today are 
engaging in sex at an earlier age. Some knew of children who were sexually active at 9 years. 
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We referred to other local studies that have documented the average age at which youth start 
to have sex, in order to check the accuracy of this general perception. According to a national 
survey of youth in South Africa by Lovelife in 2001, 87% of youth between the ages of 12 
and 14 reported that they had never been sexually active. However, the percentage dropped 
significantly to 58% among youth between the ages of 15 and 17. Recent surveys conducted 
by C A S E for the National Department of Health (in 2002 and 2003) found that the average 
age at which youth reported having engaged in sex for the first time was 16 among 15-19 year 
old youth and 17 among the 20-24 year old youth. Although these surveys document reported 
behaviour, they indicate a higher age at first sex than the widely held perception.  
 
We also sought the opinions of our informants on why they thought young people today were 
engaging in sex at an early age than before. One group (female, 25-34) attributed this to the 
diminishing roles of parents as advisors and role models for their children. They felt that 
although children are expected to respect their parents, such respect mainly arises from the 
examples they set for their children.  
 
The role that the community plays in sanctioning disapproved sexual behaviour also came 
into question. Even where community sanctions about teenage sex do exist it was noted that 
these tend to be much stricter and prescriptive for girls but open-ended for boys. An example 
that was often quoted was virginity testing. This is a practice among Zulus whereby young 
girls are “checked” for virginity by older women and this therefore encourages sexual chastity 
among young girls but there is no equivalent “check” for young men.  
 
Although cultural beliefs concerning sexual practices are often abstract, there was a general 
consensus that sexual activity is inappropriate for youth until late teenage or marriage. But 
because cultural sanctions have lost their power and control over individual‟s behaviour, 
youth are no longer motivated to adhere to these cultural mores. The discontinuity between 
what cultural values dictate and actual behaviour among youth today was also attributed to the 
westernization of local culture.  
 
We also enquired about perceptions of the appropriate age at which youth should begin to 
engage in sexual activity. The responses drawn here can be categorised into three groups, 
puberty stage, late teenage and marriage. Those who mentioned the puberty ages (13-15) 
argued that the onset of puberty intrinsically implies biological maturity for sex. Instead of 
encouraging youth to abstain from sex at an age when they become physically ready for it, 
some felt that it would be better to provide them with guidance and information on the 
possible negative consequences of early sex such as teenage pregnancy, STIs and HIV/AIDS.  
 
The second group argued that biological maturity on its own is not adequate as a determinant 
of youth sexual debut. This group argued that late teenage (17-21) is the right age for youth to 
start having sexual relationships as this is the age at which they gain mental and emotional 
maturity. Many respondents argued for this second option. The third group are those who 
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confine sex to marriage either in keeping with religious or cultural prescriptions. The 
following were some of the responses on cultural and religious prescriptions about sex and 
were commonly held by both men and women, young and older respondents. 
 
“Yes, that is how we were raised up that we must first get married.  In some cases that does not 
happen but it is highly recommended that a girl must get into marriage with her virginity.” 
(Female HIV/AIDS volunteer, above 35) 
 
“Well, I will impose Christianity on this one. I believe – in fact nowadays it‟s a must – you have sex 
[only] after marriage.” (Female youth, 28) 
 
“According to my culture you are not allowed to have sex outside marriage. You first engage in a 
marriage and that is when you shall start planning for your future and then you start having sex, but 
without marriage no sex.” (Male youth, 23) 
 
Interestingly, none of these respondents had waited for marriage to have sex. In fact, the last 
respondent said that young people in his community start sex as early as 13 and he also 
admitted to having been sexually active at an early age - Grade 6, 15 years old. This again 
points to the discrepancy between cultural ideals and individual behaviour as far as sexual 
practices are concerned. 
2.2.2 Gendered meanings of sex 
There were interesting patterns in the way different groups responded to the question on how 
men and women differ in their views on the role of sex in relationships. The men perceived 
sex as something that strengthens love and serves to bind a relationship but felt that women 
sometimes misuse sex as a “weapon” to get whatever they want from men.  
 
“So women take sex as something that…she knows that if she has a man, in order for her to get 
whatever she wants from a man; either money or a nice dress or a bigger house she would attract him 
by giving him sex. So a woman takes sex as something like „work‟.” (Male, 35-54)  
 
On the other hand, female respondents felt men place a huge premium on sex and tend to 
neglect other aspects of a relationship. We also heard from women that for men sex is a 
physical act while for women it has deeper emotional connotations. Some women argued that 
although times have changed and women‟s roles have now extended beyond the home, men 
still have the same traditional expectations of women as subordinates and therefore want 
dominion over all aspects of the relationship including sex.  
 
“Since there is this thing of gender equality, we differ. We women are a step above, which is 
something that was not happening in the past, and now we are having differences with our partners. 
My boyfriend is not used to the fact that I have to stand up for myself, and my dreams. If I don‟t want 
this and he wants me to do this, it causes friction in our relationship.” (Female, 25-34)  
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This gap between male and female expectations and understandings of sex in a relationship 
was pinpointed as a major source of conflict and marital discontent in relationships today.  
 
 2.3 Consensual sex and sexual negotiation  
It is important to examine the extent to which the negotiation of sex and safe sex practices 
occurs in different contexts as this has direct implications for reproductive health outcomes. 
The inability to negotiate for safe sex has been associated with vulnerability to STIs and 
HIV/AIDS.  
 
Several scenarios were presented to assess the ways in which the negotiation of sex differs 
with the type of relationship. Generally, there were no differences highlighted in the methods 
used to communicate the desire to have sex in marriage and in a stable relationship although 
people felt that this communication is easier if the couple have known each other for some 
time and are therefore more comfortable and open towards each other compared to casual 
partners.  
 
The discussions revealed that it is easier and more socially acceptable for men to approach 
women for sex than vice versa. Generally, there was resistance from older male and female 
respondents about women having other partners outside marriage, having casual sex and 
women “pursuing” for a relationship. However, all these practices were deemed acceptable 
for men. The younger male respondents appeared to be more open to women pursuing men 
but most felt that the community would not accept such behaviour. This again highlights 
some shifts in thinking and practices linked to gender among younger men. 
 
On the issue of sexual pleasure and satisfaction, the man‟s needs and desires often take first 
place while women are denied any “rights” to pleasure and satisfaction as expressed by this 
young woman.  
 
 “In actual fact according to our culture a woman has no right to express her satisfaction.  If the man is 
satisfied it is all right.  The same thing happens when they get involved in sex; the man is the one who 
initiates the sexual act.  The woman has no right to express herself when she wants sex.  It‟s just like 
that.” (Female, 15-24 group)  
 
The above respondent felt that women are constrained in expressing their desire for sex and 
the achievement of sexual satisfaction. It is possible that the respondent found it easy to blame 
her culture for denying women a “right” to satisfaction whereas men are insensitive to 
women‟s satisfaction simply because culture has not taught them how to satisfy women 
sexually.  
 
Women generally felt that men are selfish when it comes to sexual satisfaction but they also 
thought that men do not get satisfied sexually hence the tendency to have multiple sexual 
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partners. This was fronted as one of the key reasons why women would participate in sex 
against their will in order to avoid their men having extra-marital affairs.  
 
The term “consensual sex” appeared to be an unfamiliar term for most people. When asked to 
define consensual sex, virtually everyone in both the focus groups and interviews struggled 
with the term. Translation was an issue here because the term consensual sex does not have an 
equivalent in local languages and therefore in the process of asking for a definition, the 
facilitators and interviewers ended up explaining it.  
 
Most people did not have any difficulties with consensual sex ideally. There was some degree 
of consensus that sex should be based on mutual agreement and that both men and women 
should be free to communicate refusal to their partner. Mutual trust is an important element of 
such open communication as the following quote illustrates.  
 
“If you communicate and you understand each other then you will both agree on the same thing. He 
must also look at your reaction. If he touches you and you respond in a negative way he should know 
that you are not in the mood for sex and if you respond in a positive way he will know that you want 
him as much as he wants you. It also depends on your trust; how much you trust each other. If you 
once caught your man with someone else in bed you will never be able to trust him again. Even if you 
do forgive him you are always going to have doubts. You are always going to wonder if he hasn‟t been 
with someone else. But if trust is there, you are always going to be happy with each other and try to 
respond positively at all times. If you trust and love each other everything else just falls into its place.” 
(Female, 25-34) 
 
This quote demonstrates very well the gendered differences in the meaning of sex. It implies 
that for a woman refusal does not have to be verbal and that unfaithfulness breaks trust and 
this would impact negatively on the ability to respond positively to sex and might even 
destroy the entire relationship. Both partners have to strive to build trust in the relationship in 
order to strengthen the sexual bond.  
 
The idea that sexual negotiation is a mutual exercise that always takes into account the 
interests of both parties does not seem to occur in practice. Some men particularly in the older 
age groups expressed the idea that sex is a right for a married man and that the question of a 
woman refusing to have sex in marriage should not even arise. Many women, both married 
and single spoke about their inability to refuse sex. Several admitted to agreeing to sex and 
“pretending to enjoy it” against their will, for fear of annoying their partners or encouraging 
infidelity.  
 
“Sometimes you as a woman are scared. We are not the same and we don‟t respond in the same way to 
problems. Sometimes you did not want it and you are shocked and you are embarrassed. They feel shy 
and feel scared to say no. They also do not want to embarrass the man in front of other people. You 
may be scared to report them as well.” (Female, 35-54) 
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“You will find a girl busy screaming and pretending to be enjoying sex just to please the guy. Men do 
not pretend, if he does not enjoy you he just doesn‟t and he won‟t come back to you and pretend that 
he is enjoying it.” (Female, 25-34) 
 
The above two quotes indicate some difference in the perception of older versus younger 
women. The first one reveals some measure of fear as well as a sense of helplessness on the 
part of the woman in being able to assert herself to say no to unwanted sex. The fear she 
mentions is possibly a fear of physical or emotional violence.  On the other hand, the younger 
woman acknowledges that women do pretend to enjoy sex but she expresses some intolerance 
to such behaviour arguing that men would never do the same.  
 
Despite these constraints it was interesting to see the determination from a few informants 
that both men and women have the right to refuse to give in to sex against their will.  
 
“Personally I think boys and girls equally have the same power to say NO.  It‟s just that you know 
everything begins here [pointing at her head].  It‟s all in the mind.  The guy‟s mind is set to getting 
what they want. “I want her and I will get her”. At the end it‟s all about self-control. (Female, 15-24) 
 
One woman was of the opinion that unlike the past, women are now empowered to refuse sex.  
 
“So now in the modern times and practice there must be negotiations and one has a right to say yes or 
no. When we were growing up we knew that when I am married, my husband will want my body.  
This is because he must sleep with me as he has married me.  I cannot even refuse.  That is the way we 
grew up….” (Female HIV/AIDS volunteer, above 35) 
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3 GENDER-BASED VIOLENCE  
The incidence of physical, emotional and sexual abuse among intimate partners is very high 
among the communities covered by this study. In a society that assigns power and authority to 
men, it is not difficult to see how coercion and aggressive tendencies in men are tolerated and 
even celebrated. This finding is concurrent with other studies that have looked at sexual 
assault and gender-based violence in South Africa. In a national survey conducted by Love 
Life (2002), one third of all sexually experienced women reported having been coerced into 
their very first sexual activity. Sexual violence predisposes women to reproductive health 
risks including HIV/AIDS, STIs and unwanted pregnancies.  
 
The factors associated with male violence were either structural or culture and gender linked. 
The structural factors include external circumstances such as unemployment and frustrations 
in the workplace that would directly result in the man venting out the anger by beating his 
wife. Alcohol and drug use as a result of such personal pressures would also lead to violence. 
It was not clear to what degree violence in relation to alcohol and drug use is externalised and 
to what degree it is seen as a voluntary act and this is a possible area for further investigation.  
 
Culture and gender linked factors appear to explain male violent tendencies better than the 
structural reasons. It was argued that violence tends to be a generational practice and that men 
who had observed domestic violence while growing up were more likely to exhibit such 
tendencies in their own relationships. The need to maintain power and control in a 
relationship also appears to significantly influence male violence. This is particularly the case 
where a woman‟s success jeopardises or threatens to jeopardise the man‟s authority. Although 
earning a salary might elevate a woman‟s status financially, the man still sees himself as the 
head of the home and the perceived attempt by women to achieve an equal status with men 
exacerbates male violence because physical strength is one area where a woman cannot match 
up to the man as illustrated by this respondent. 
 
“Sometimes they are jealous because of wage difference. If a wife earns more than the man, they feel 
useless and react by beating them because they are afraid of challenges from wives. That because he 
feels that you have the power of a man, he feels that he therefore is a woman. (Female, 35-54) 
 
Elsewhere, this male desire to affirm authority was seen as a product of culture because men 
are socialised to be demanding and women are not always willing or able to meet these 
demands. This clash often results in physical or verbal abuse. 
 
An interesting finding was that male respondents to a large extent attributed male violence to  
women‟s behaviour. Some argued that women of today are defiant in relating to men – they 
talk back at their husbands, they refuse to perform domestic chores or that they do not dress 
appropriately. The underlying issue here again was that behaviour that was seen as 
C A S E RESEARCH FOR POPULATION COUNCIL  MEN AS PARTNERS: A DIAGNOSTIC STUDY 
 
 
 
17 
threatening the man‟s power and control or behaviour that contradicts cultural norms would 
result in physical or emotional violence. 
 
Various explanations were forwarded as to why women continue to persevere abusive 
relationships. Some saw socio-economic problems and financial dependence on men as a 
huge constraint although this was also mentioned as one of the reasons why men are abusive 
in the first place. Others argued that culture dictates that women must „hang in there‟ for the 
sake of keeping the family and marriage together. A local saying „emendweni 
kuyabekezelwa‟ was quoted which essentially states that „you have to stay in your marriage 
no matter how hard it is‟. Also, women who leave their partners are often stigmatised when 
they go back to their homes and are labelled as “the returned soldiers” and may find that they 
cannot be accommodated if their original families have increased in size.  
 
Others claimed that abusive men tend to threaten to kill or physically harm their partners if 
they leave or report the case to an outside party. Although physical and sexual abuse was 
considered to be more pervasive in marriage, a few unmarried respondents described how 
they had tolerated abusive relationships for “love”. This tends to be a common reason why 
unmarried women stay in abusive relationships as described by one of the young women.  
 
“I was in that relationship for about six years. This guy used to beat me a lot and I did not see anything 
wrong with that. When people told me that this guy is going to kill me, I just told myself they are just 
jealous and I did not listen. Then we broke up after a while and now when I look back I ask myself 
why I stayed in that relationship, and the only answer there is that I loved him.” (Female, 25-34) 
 
An important issue emerging form the above quote is that of socialisation. Because gender-
based violence tends to be a culturally perpetuated norm, people are socialised to accept it as a 
normal aspect of relationships, which is why the above respondent tolerated the beatings from 
her partner. 
 
The abuse of men by women was said to be uncommon although it was acknowledged that it 
does occur in rare instances. One factor that was attributed to the abuse of men by women was 
unemployment. Men who are not employed are denied the financial power that is inextricably 
linked to the overall masculine identity of strength, power and control. This power base is 
thus shifted to the woman if she has the “financial muscle” and is then manifested through 
emotional or physical abuse. Additionally, because the manly role of breadwinning has been 
shifted, women expect a role reversal in the domestic area and become frustrated when this 
does not occur. This was evidenced by the examples respondents gave about unemployed men 
being physically or emotionally abused by their wives for not having performed domestic 
chores while their wives were at work, illustrated as follows:  
 
“She is the one who is working. When she gets home she is fuming: „Why is the house so dirty as if 
there is no one home?‟ …And you haven‟t put the pot for porridge on the stove?‟” (Male, mixed 
group)  
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3.1 RAPE 
Definitions of rape mainly revolved around the use of force in sex and also the lack of 
consent. Most people agreed that rape could occur in marriage as long as one partner does not 
consent. However, in one group discussion, a participant felt that in his community the 
question of rape in marriage among Africans is difficult to comprehend given the practice of 
paying „lobola‟ which is culturally understood as the “purchase” of a woman by a man. Once 
„lobola‟ is paid, the woman then becomes the man‟s property and this therefore grants him 
inalienable rights to sex as this respondent explained.  
 
“Even [as] the community, we are Africans.  We still have the mentality that if I marry a woman, I pay 
„lobola‟, to show commitment. I go to talk to your people, they charge me whatever they charge me 
and I pay that money.  In my mind and in the mind of my family, it doesn‟t mean we were exchanging.  
No.  To me, it means that I was buying you. That is the mentality that we have.  I bought you - you are 
my property….I am saying that is how the community perceives it.  I am not saying it is right.” (Male, 
mixed group)  
 
It is interesting to note the respondent‟s comment distancing himself from the general 
community perception. This again illustrates an example of individuals moving away from 
the community norms and therefore implies that the intervention has a good chance of 
succeeding in shifting norms given that there are some individuals in these communities who 
are questioning some of the dominant norms.  
 
One female respondent gave a moving account of how she had repeatedly encountered rape 
on several occasions as a young teenager, eventually resulting in an unwanted teenage 
pregnancy.  
 
She was thirteen when the first incident occurred. Her family were newcomers in Klipspruit, 
Soweto and they lived opposite a family of boys whose parents lived in the rural areas. The 
sons were working in town and so they lived there on their own. The second eldest son used 
to work late and so he asked the respondent‟s mother if she could cook for him everyday (he 
would buy the food) because he got home too late to cook for himself. He also requested that 
she send her daughter to assist the boys with cleaning their house during the day. The mother 
regarded the boys as her own and was happy to agree. Each day, the daughter would go over 
to the boys‟ house to help with cleaning and in the evenings she took the cooked meat to 
them. One day she went to the house to assist with the cleaning as usual. She had a key to the 
house because nobody was there during the day.  
 
“But as I was kneeling down to clean there was someone who came and held my back. Okay, when I 
looked I noticed that this male person was old enough to be my brother.  He forced me to have sex 
with him. And I was thirteen years that time not knowing what was happening.  So he did this thing.  
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Telling my parents became difficult, because in the first instances this brother drew a knife, and he 
said, "If you told your parents!!" because my parents were wild, especially my father, they were wild 
and really, they were going to kill him. Had they heard during that time! Okay and then I cleaned after 
this man or brother had already forced me to sleep with him.  Ey! I want to tell my mum but how will I 
start because my mother is a typically harsh person. I might tell her and she may decide to beat me just 
for that, so I never knew which is wrong, which is right.  Something said I should keep quiet while 
something said I must talk.  
 
He did it again, isn't it?  I was afraid to tell my parents, he did the very same thing.  So I lived with this 
thing inside me not knowing that he had already impregnated me. At home they beat me horribly 
asking me about my pregnancy yet I did not know anything about pregnancy. When does one get 
pregnant? Because I wanted to fulfil my mother's wish, I was never seen with a boy. I had not done 
anything, but why now was I pregnant?  How come was I pregnant, I could not understand.  Until 
another nursing sister who was at the clinic and we attended the same church as her, she said, “No, 
man, you are confusing this child. A child is a child. You can just see that she has no idea on what you 
are talking about. Everything that you are talking about, she does not understand. It can happen that 
whatever happened to her did not happen on purpose. There's somebody who forced himself on this 
child and she does not understand what is going on.”  Then they took me to the clinic and explained to 
me a pregnant person - what did they mean when they said I was pregnant.  But I felt confused 
because according to their explanation I was not yet in the stage for being pregnant.  Until my mind 
cleared and I remembered that I took the pots the other day and I found there was a man who did this 
and that.  I told the nursing sister.  So this nurse told my parents and when they took me to him, he 
asked, “Who instructed you to identify me?” From there he ran away.  He ran away and even the 
house was removed.  
 
The family wanted to lay charges but a church pastor dissuaded them, arguing that it would be 
traumatic for the child to give evidence in court and besides, the girl was a member of the 
church when the incident occurred [implying that the publicity would cause embarrassment 
for the church].  As a result of the trauma of being raped, falling pregnant and having to take 
care of a baby at such a young age, the respondent suffered a heart attack but survived.   
 
As an adult she slowly began to understand what had happened and why she had been afraid 
to tell her parents that the neighbour‟s son had raped her. Her own mother had experienced 
abuse as a child and later became abusive to her own children. It was the fear of severe 
beatings that had stopped her from revealing the truth to her parents. It was only when the 
respondent was an adult that she opened up to her mother and told her exactly what had 
happened to her as a teenager and how she felt about her own upbringing.  
 
“I said, mother, you abused me, and I was abused many times. Because I was abused by you being my 
parents and then I was abused by someone who broke my virginity and gave me a child when I did not 
need any child since I was still a child.  This child now is a burden even to you being my parents.  
Bringing this child was not my aim.  Even now I think I would not be having a child had the things 
continued according to how I wished. I was going to have a child inside marriage. I was not going to 
have an illegitimate child. You know, this extracted pain from my parent and she cried in such a way 
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that I felt the same and I cried.  I was relieved because I had told my mother.  But I did not have peace 
since my father died not knowing the truth…” (Female, 48, IDI) 
 
This respondent‟s moving narrative demonstrates how an incident like rape might generate a 
series of negative repercussions in a victim‟s life. She fell pregnant after being raped 
repeatedly and was beaten by her parents for falling pregnant. She later had to give up her 
childhood ambitions of having a successful career and marriage as a result of the unwanted 
pregnancy. This case study also shows how a lack of communication between parents and 
children can further contribute to the emotional and psychological turmoil experienced by a 
child who has been abused.  
 
Concerning cultural sanctions and protection of victims, participants spoke about the negative 
reactions and punishment that would be meted to anyone accused of rape such as physical 
beatings and even death. However, as the case study above shows, the community protection 
cannot always be depended upon. In this case, the fear of embarrassment caused the church 
pastor to discourage the victim‟s parents from laying charges. The reaction of the community 
also depends on the inter-personal relationship between the victim and the community. For 
instance, if the victim were a person that is generally disliked by others they would not 
empathise with them in the event of such an occurrence. A noteworthy point mentioned by 
one male interviewee is that the community would punish the perpetrator but does not provide 
much support for the victim. 
 
Same sex relations did not appear to be commonly known but on the question of abuse in 
such relationships, one participant thought that the degree of violence in such relationships is 
higher compared to heterosexual relationships. Violence in such relationships would also not 
warrant much concern let alone action from the community. 
3.2 COMMUNITY SANCTIONS AGAINST INCEST 
Incest was another difficult term for most respondents. The interviewers and moderators had 
to give examples to explain it. Incest is generally not a common practice although several 
respondents knew of children who had been sexually abused by their fathers or other close 
relatives. There was some degree of denial about the existence of the practice, perhaps 
responding to the kind of taboo associated with incest rather than the inexistence of it. A 
young Zulu man described how strongly his community is opposed to incest. 
 
“To my culture it‟s totally unacceptable; it‟s a disgrace; we don‟t even speak about it; it doesn‟t 
happen. Really if you do that, we believe that your ancestors will turn against you. You‟ll have bad 
luck and all that. But it doesn‟t happen; in my culture as Zulus we don‟t do that.” (Male, 23) 
 
Because incest occurs within families, it tends to be silenced to protect the perpetrators 
usually male relatives of young girls. This explains why respondents did not know of many 
C A S E RESEARCH FOR POPULATION COUNCIL  MEN AS PARTNERS: A DIAGNOSTIC STUDY 
 
 
 
21 
cases in their communities. The community sanctioning is less severe because incest like 
domestic violence is considered a private issue that should be sorted out by the parties 
involved.  
 
3.3 YOUNG MEN ABUSING GIRLS 
We investigated the issue of violent tendencies among young boys of school-going age as this 
is an issue that has not been studied a lot but tends to be common among the communities 
covered by this study.  
 
Several factors were pinpointed as explanations for young boys abusing girls in school. These 
included alcohol and drug abuse, peer-pressure and older sibling influence. An important 
finding was that young boys like older men view a sexual conquest as an ego-booster 
irrespective of whether the other party consented to it or not. 
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4 REPRODUCTIVE HEALTH 
In this section, we examined the socio-cultural context of key reproductive health issues such 
as risky sexual behaviour and safe sex practices. We also assessed health-seeking behaviour 
by looking at the knowledge and use of available services for gender-based violence 
prevention and support, HIV/AIDS awareness, prevention and treatment and also maternal 
health and child care facilities.  
4.1 DISCUSSION OF PUBERTY AND SEX 
4.1.1 Parent-child communication 
International experience has shown that early sex education and open communication about 
sex and HIV/AIDS between parents and children is instrumental in delaying the onset of sex 
among youth and is considered to be one of the important factors in reducing the risk of 
HIV/AIDS and STI infection rates among youth (LoveLife, 2002). The youth today are now 
more open to sexual communication and discussion compared to the previous generation. 
However, despite this openness, studies show that youth are primarily receiving information 
about sex from external sources such as schools, media and peers rather than parents and 
other family members (C A S E, 2002; LoveLife, 2001). 
 
The questions covered in this section were aimed at assessing opinions and practices around 
the discussion of physical maturity and sexuality between parents and children as well as 
identifying the possible barriers to such discussion.  
 
Different opinions emerged about the age at which children should be taught about sex and 
sexually transmitted diseases such as HIV/AIDS and STIs. Some participants felt that 
children should be taught about it at a pre-school age, that is, between four to six years 
arguing that young children are becoming increasingly vulnerable to sexual abuse and 
therefore equipping them with knowledge about sex and sexual abuse would empower them 
to prevent or report it if it occurred. Generally, people felt that early teenage would be the 
appropriate time for parents to initiate sexual communication with their children.  
 
Respondents were also divided on the question of who should take responsibility for talking 
to children about the issues of sex. One group (female, 15-24) felt that it is the duty of every 
adult in a home including older siblings to talk to children about sex. The same group 
however felt that a mother should in practice provide such guidance because fathers generally 
tend to be “irresponsible” and may not spend enough time with their children to be able to 
communicate effectively with them. This links back to the negative labels of masculinity 
mentioned in the discussion on gender. Such generalisation might have a negative effect in 
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encouraging men to live up to the expectation thus perpetuating the negative masculine 
stereotypes further.  
 
Yet again, culture was blamed for the perceived disengagement of men from communicating 
with their children.  
 
“The way I understand things, culture has based sexual things to women. I think it‟s high time to 
change this (stereotype) in our community.” (Female, 15-24) 
 
To add to the discussion on who should provide information and guidance on these issues, we 
also asked participants to reflect on their personal experiences of this. Those who had 
discussed sex with a parent had done so with a parent of the same sex. The discussion was 
often limited in detail and often tended to be a prescription of the „do’s‟ and „don’ts‟.  
 
4.1.2 Partner sexual communication 
In this section we also explored sexual communication between partners. Some of the reasons 
given for the lack of communication between partners around sex particularly in the older 
generation were gender linked. Discussion of sex is seen as questioning a man‟s authority or 
wisdom and therefore a woman‟s duty is limited to responding to a man sexually but not to 
question or discuss anything related to sex.  
 
 “I doubt if old people like our fathers do discuss such issues. This is because the woman remains a 
woman and a man remains a man.  One would always want to demand sex from his woman, not taking 
into consideration if the woman is menstruating [for example]….” (Male, 25-34) 
 
Age differences among partners also play a significant role in determining the nature and 
extent of discussions on sex. For example, in relationships between younger women and older 
men, the girls tend to be constrained in discussing or negotiating the terms of sex with their 
male partners because they are less experienced sexually and also because they tend to be 
intimidated by the older men who have the overall power and control over the relationship.  
4.2 RISKY SEXUAL BEHAVIOUR AND INDIVIDUAL PROTECTIVE 
BEHAVIOUR 
4.2.1 The construction of safe sex and risky sexual behaviour 
Studies have conclusively shown that although HIV/AIDS awareness and prevention 
campaigns have done much to increase knowledge of safe sex practices, this information has 
not necessarily translated into safer sex practices. Behaviour change theorists have now 
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shifted focus from individual behaviour to focus on the social environment in order to 
understand how the interplay of factors within an individual‟s surrounding might perpetuate 
risky sex practices even where the awareness of these risks are high.  
 
In this study we looked at gendered meanings of safe sex and also explored at length the 
reasons why high-risk behaviour is resistant to change especially in a context of a high 
HIV/AIDS infection rate.  It was interesting to note the gender differences in the meaning of 
safe sex. For men, safe sex tends to be limited to condom use while for women safe sex has 
wider connotations including abstinence from sex, avoidance of casual sex, monogamy, 
contraception and HIV testing. Non-penetrative sex is rarely considered as safe sex but one 
male respondent mentioned “heating the wire” referring to masturbation as an example of safe 
sex. A point worth noting was mentioned by a young male respondent who felt that although 
contraceptives such as pills and injections protect women from unwanted pregnancies they 
render women at risk of HIV/AIDS and STIs.  
 
Promiscuity is generally a relative term and applies differently to men and women. Mixed 
opinions emerged about what constitutes promiscuous behaviour and the differences appear to 
be significant along gender lines. Women generally felt that having sex with anyone else 
besides your regular partner could be termed promiscuous while men thought of it in terms of 
having multiple sexual partners and drew similarities between promiscuity and casual sex or 
prostitution.  
 
With respect to how promiscuous behaviour is viewed by the society, women believe that for 
men, promiscuity symbolises power and that promiscuous men are celebrated and accorded 
names such as „isokha‟ - a charmer/ladies man while for women the same behaviour would 
lead to negative labels such as “cheap”, “loose” or “prostitute”. A similar differential was 
noted with the perceptions of stigma around HIV. Although a man who gets infected with 
HIV will be stigmatised, the community may still accord him a heroic status because the 
implication is that he “did the straights”, i.e. had condomless sex which tends to be associated 
with power and accomplishment. However, a HIV positive woman would be perceived as 
reckless or promiscuous. 
 
“With guys they think stigma of AIDS is a good thing for them. It‟s like YES, you have been killed by 
something that you like and you are the „boss‟. You have been doing the „straights‟, you are the „big‟ 
guy. They just do anything they like, but if you are a woman they think you are a „bitch‟ you went and 
slept around.” (Female, 15-24) 
 
Men on the other hand justify promiscuity for example by saying that “there are more females 
than males, so we must share”. Additionally, parallels were drawn between promiscuity and 
polygamy. Some men felt that it is acceptable to have multiple partners because their fathers 
had many wives. One male respondent agreed with the women‟s analysis that promiscuity 
among men is linked to their ego by saying that for men the inability to have sex within a 
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certain length of time is considered to be a weakness. This therefore implies that HIV/AIDS 
and STI risk is higher for unmarried men and single men who do not have regular partners 
and who engage in casual sex to satisfy their egos.  
 
4.2.2 Condom use 
Condom use is an important component of safe sex behaviour and therefore it is important to 
investigate perceptions and norms around condom use and also to identify the factors that 
promote or undermine regular use of condoms. The study noted several barriers to condom 
use but despite these barriers, it was interesting to note that many respondents indicated 
counter-normative intentions and behaviour concerning this as indicated by the following 
example. 
 
“I wouldn‟t know if it‟s easy or not because I don‟t have a boyfriend, but if I had one and I was ready 
to have sex I would tell him to use condoms. I would say to him I do not mean that you have AIDS, 
but I‟d rather be safe than sorry.” (Female, 15-24) 
 
In one male group (25-34), most of the respondents appeared to be strongly pro-condoms and 
only discussed risky sex practices in relation to their peers but were adamant that they would 
not compromise when it came to safe sex as the following statements illustrate:   
 
Resp.1: “People are no longer trustworthy my brother.  If you have unprotected sex with a girl 
today, you won‟t know where she goes after that, and what she is going to do.” 
 
Resp.2:  “There is no other way.  What would you be trusting?” 
 
Resp.3: “I fully agree with him.  As I am here, I don‟t know her whereabouts and what she is 
doing there. The best way is for me to use a condom and stop worrying about many 
things.”   
 
Resp.4:  “It‟s either condom or abstinence.” 
 
Resp.5:  “A condom must be the first thing on our minds.  When I have a condom with me, I 
must definitely use it but if I do not have it, she must ask me, where is the condom? 
Without a condom, then nothing must take place.”  
 
The factors that discourage condom use in general were linked to gender inequalities, peer 
pressure and the perception that condoms minimise sexual pleasure. Other than these general 
factors we also identified factors that discourage consistent condom use. It is important to take 
note of these because condom use is reported to be high in South Africa but this is not 
reflected in HIV/AIDS statistics and it is therefore important to understand the dynamics that 
oppose consistent use. The key factors noted were the nature and duration of relationships and 
the timing of sex. 
C A S E RESEARCH FOR POPULATION COUNCIL  MEN AS PARTNERS: A DIAGNOSTIC STUDY 
 
 
 
26 
 
The nature and duration of the relationship significantly influence consistent condom use. 
They are more likely to be used in short-term casual relations than in stable regular 
relationships. Condom use is least likely to occur in marriage and even where they are used it 
is mainly for the purpose of contraception. Additionally, condoms would regularly be used at 
the start of a new relationship but this would fall away once trust had been established. The 
concept of “trust” as a discouraging factor is well documented. A HIV/Prevention project in 
Summertown (Campbell, 2003) found that a partner insisting on condom use in a stable 
relationship was a sign of disrespect and lack of trust in the other partner. This is an important 
finding because it implies that although high risk is mainly seen in the context of casual sex 
situations, risk might be equally high in “stable” relations. 
 
Other factors discouraging regular condom use emerged from discussions around the timing 
of sex linked to drinking and partying among youth. Some of the young male respondents 
argued that in such situations sex occurs spontaneously and that one does not always carry 
condoms with them unless they are know that they are likely to have sex. Additionally, the 
intoxication from alcohol and drugs would inhibit condom use. 
 
“You do not plan sex when you are drunk or in a night club.  It just comes depending on how you got 
a girl.” (Male, 25-34) 
 
“You see with me; when an opportunity presents itself I take it with both hands. Imagine a girl saying 
we can have sex today. I won‟t disagree, I‟ll go for it!” (Male, 15-24) 
 
The issue of condoms inhibiting sexual pleasure was highlighted as one of the barriers to 
condom use in general. This was raised by young women who believe that men usually want 
sex “skin to skin”. A common saying “hit/do the straights” was quoted referring to sex 
without condoms. Pleasure was noted as a reason for men preferring to “do it straight” but 
importantly also having sex without a condom was said to give men a sense of power and 
achievement. Manhood is associated with “straight” sex and the implication thereof is that a 
real man does not use condoms.  
 
“Some men act in a strange way, they think they know a lot and sometimes they just sleep without 
condom not thinking that they might catch AIDS. There is a term like „I did the straights today, it was 
skin to skin.” (Female, 15-24) 
 
“…for them unsafe sex is like a trophy…” (Female, 15-24)   
 
The above issues were raised by females while the men were generally pro-condoms when 
asked about their own sexual practices or mentioned external factors such as unavailability of 
condoms as barriers when speaking about their peer‟s behaviour. With males above 35 who 
are mostly married or in stable relations, the use of a condom would only be encouraged if 
they suspected their partners of infidelity.  
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As with other youth behaviour, the likelihood that a young person will use condoms is 
strongly influenced by the peer group norms and ideas on condom use. As one respondent 
noted, both boys and girls are equally susceptible to peer group norms and values.  
 
 “I also think it is the peer pressure, girls will say to one another, ah! but you are such a bore. Yes they 
will say “how can they eat a sweet with a cover, they need flesh to flesh.” The boys will say, “no my 
brother you must push the straights” and then they will say, “No man do not worry, the transport that 
brought you here [vagina] is the transport that will take you back [Death resulting from HIV/AIDS 
after engaging in unprotected sex.]” (Female, 15-24) 
 
Lastly, the perceived versus real side effects a lengthy discussion on the “side effects” of 
condom use in one female group (25-34) showed that some women dislike condoms because 
they cause an allergy manifested by a rash in their private parts. It was thought that 
government condoms (cheap in quality) were more likely to cause these reactions.  
4.3 PREVENTION, CARE AND SUPPORT SERVICES 
Generally, knowledge of organisations and institutions locally available to provide various 
services in the community was low. People mentioned common services such as police, local 
clinics and churches as well as a few NGOs that provide prevention, care and support in 
HIV/AIDS and GBV but did not appear to know much about the nature of services provided. 
Part of this could be attributed to the fact that few of them had ever used these services and 
therefore it would be difficult to have detailed knowledge of the structure and function of 
these organisations without first hand experience. Another reason might also be that other 
than clinics, police stations and a few NGOs, not much else is available in the area of gender-
based violence prevention and support. One of the suggestions that emerged was the need to 
market these centres to make them more visible in their respective areas.  
4.4 STRATEGIES INVOLVING MALE PARTICIPATION 
Several informants pinpointed the difficulty of mobilising men into action for RH and GBV 
initiatives. Most people only had vague ideas about how an intervention targeting men could 
be set-up. It was generally accepted that it is easier for women to come together for a joint 
cause than men. In one interview, the participant suggested that it would be good to bring men 
together and talk to them about gender issues but one would have to use an existing structure 
(e.g. meetings on services or rent) as an entry point.  
 
An important observation made was that gender plays a role in determining who is likely to 
participate in the intervention. A male youth mentioned that it is the “fatherly types” (i.e. the 
contemporary real men who exhibit gender egalitarian behaviour) who tend to participate in 
community initiatives. This is a useful observation given the study‟s focus on gender and its 
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implications for the program. It also implies that it is the contemporary men who have shifted 
from tradition who are more likely to be reached while the conservative men who would 
benefit from the intervention are the least likely to participate. 
 
The idea that reproductive health and HIV is more of a “woman’s issue” emerged at the start 
of the discussions on puberty and physical development. The participants were asked to 
describe what they understood by the term reproductive health. For some, reproductive health 
is synonymous with “women‟s health” because it is mainly concerned with maternal and child 
health. When asked what would stop them from accompanying their pregnant wives to ante-
natal clinics, men feared that they would be seen to be under the control of their wives or that 
they would be deemed as having been bewitched by their wives. The stigma particularly 
concerning HIV/AIDS awareness and prevention was also highlighted. A female respondent 
who belongs to a home-based care program in her community mentioned that there are only 
two male members in this group and she attributed this to a combination of stigma around 
HIV and also the perception that HIV/AIDS/RH activities are best suited for women. The 
inclusion of men in reproductive health would therefore require a good measure of mindset 
changing to demonstrate that their involvement could have positive outcomes for their own 
health as well the health of women and children.  
 
Other barriers to male participation were said to be denial about the existence and severity of 
problems such as gender-based violence. Men would not be involved in an intervention if 
they did not recognise that a problem exists in the first place. The pre-occupation with other 
“manly” activities such as work, drinking in shebeens, stokvels or sports means that men have 
little time for engaging in reproductive health issues. This in a way reveals the low degree of 
importance assigned to these activities. Individual circumstances such as unemployment and 
poverty were also mentioned as possible obstacles.  
 
“And the other thing is that a man cannot participate in community affairs, especially if he knows that 
he does not have food at home.” (Male, 35-54) 
 
Respondents were asked for their opinions about how these perceived barriers could be 
tackled and also what strategies they thought would work in targeting men. Educational 
workshops combining drama and entertainment with education to debunk some of these 
myths on men‟s participation would be a useful starting point. Secondly, it is important that 
an intervention targeting men should be run by men. Majority of the participants were of the 
opinion that men would only take this seriously if it was led by other men. 
 
Peer pressure is also a significant determinant of men‟s involvement and can influence their 
participation either positively or negatively. For example, it was said that men who have 
positive attitudes concerning male involvement could encourage their peers to go for 
voluntary counselling and testing (VCT) or discuss and encourage them to practice safe sex. 
Another example mentioned here was the use of role models such as sports stars to give talks 
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to men about the negative aspects of GBV and to promote safe sex behaviour. Concerning 
HIV/AIDS prevention, it was felt that the mobilisation of willing HIV positive men to give 
talks to other men in the community would greatly encourage risk reduction. To address 
GBV, men could play a greater role in protecting women by forming community groups to 
investigate and collectively address it. It was mentioned that women also have a role to play 
here because they need to be open if they are experiencing abuse.  
 
It was suggested that the MAP intervention consider targeting youth who might be more open 
to change and use them to set an example to the older people in the community. Service 
providers also have an instrumental role to play in sensitising men about where and how to 
participate, for example by demonstrating what men can do to assist a woman in labour or 
how to care for a HIV positive person.  
 
Although male participation specifically in PMTCT was not discussed in detail, this is one 
area of RH where men have a vital role to play because the essential components of PMTCT 
such as access to antiretroviral treatment (ART), prevention of unwanted pregnancy among 
HIV positive women or formula feeding would require women to have some consent and/or 
support from their male partners. Drawing from the general discussions on male involvement 
in RH and GBV, it is evident that there is room to integrate men in PMTCT provided that the 
programs address the stereotypes highlighted earlier and also educate men on how they can 
get involved. For example, some men indicated that they would be willing to accompany their 
wives to family planning clinics but were fearful about the community‟s interpretation of this.  
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5 DISCUSSION OF FINDINGS AND IMPLICATIONS 
FOR THE PROGRAM  
5.1 SOCIO-CULTURAL CONTEXT OF GENDER 
The differences noted in the social understanding of masculinity and femininity highlight the 
challenge that exists in bridging the gap between the ideal and praxis in the conceptualisation 
of gender in these communities. Fathers in many cases do not exist. Those who do fail to meet 
the ideal expectations of a man and therefore mothers end up having to provide both 
masculine and feminine role models to their children. This therefore makes the task of 
encouraging the creation of a “socially responsible man” quite difficult for interventions 
challenging deep-seated beliefs and practices on gender. 
 
The question of deconstructing cultural and personal gender stereotypes becomes an 
important one particularly in a context where such stereotypes have negative repercussions on 
health outcomes such as high rates of gender-based violence. Studies have pointed to a 
paradigm shift from individual oriented interventions to a broader community level approach. 
The concept of “social capital” becomes useful in aiding our understanding of how a 
community approach influences individual behaviour change. “Social capital is 
conceptualised in terms of people‟s participation in mutually beneficial social networks that 
underpin collective action in the interests of pursuing mutually beneficial goals.” (Campbell, 
2003: 54) Social capital influences health promotion and behaviour change because it has 
been found that people are more likely to adopt health seeking behaviour if their communities 
offer high levels of participation in local networks and organisations which are associated 
with increased levels of trust, reciprocal help, support and a positive local community identity 
(Campbell 2003). The deconstruction of cultural and personal stereotypes would therefore be 
effected best in communities exhibiting high levels of social capital because such 
communities are able to provide a supportive environment for the collective questioning and 
renegotiation of identities and norms. 
 
The issue of culture being used as a scapegoat for misdemeanours that are linked to sex and 
gender is one that the program has to seriously contend with. Because culture tends to be an 
abstract form particularly in an area like Soweto, which is literally a “melting pot” of cultures, 
it becomes very susceptible to misinterpretation and selective application. It is difficult to 
disprove behaviour as well as beliefs and values that are attributed to culture. Discrepancies 
were noted between cultural stipulations and individual behaviour. For example on sexual 
maturity, although abstinence was mentioned severally as an ideal that culture promotes, only 
one respondent, a church elder, had personally abstained from sex until marriage. On the other 
hand, other practices such as domestic violence are tolerated under the pretext that culture 
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prescribes this. The challenge for the program then becomes to gain a clearer understanding of 
the cultural beliefs and practices linked to gender and reproductive health in these 
communities and to identify ways to reinforce the positive aspects and discourage the 
negative elements without necessarily undermining collective values and ideals. 
 
Although participants generally seemed open about consensual sex and sexual negotiation 
under different contexts, it is evident that gender dynamics in the negotiation of sex are in 
favour of men. That women in both casual and stable relations feel constrained in their ability 
to decline sex is problematic. However, an important finding on sexual satisfaction and 
pleasure was that men seemed very open to the idea that sex is for the mutual satisfaction of 
both partners and there was even some acknowledgement that African men are not socialised 
to be sensitive to women‟s sexual needs unlike their western counterparts. This appears to be 
a useful area to tap into and develop further. By acknowledging that women are sexual beings 
and also have a right to sexual enjoyment, men will also realise that women have a right to 
negotiate the terms of sex including refusal. An important part of the curriculum would 
therefore be to challenge the idea that women are sexual objects and to promote the idea that 
sex is a partnership that has to incorporate the desires and needs of both parties.  
5.2 GENDER-BASED VIOLENCE 
Because the abuse of women in relationships is a product of the differentials and dynamics of 
power in relationships, the deconstruction of cultural and personal gender stereotypes is also 
necessary in addressing GBV. Unfortunately, community protection for women who 
encounter abuse is rarely extended to marriage or other close relationships. Normally, the 
community will take action if the perpetrator is a stranger but not a partner. Women who have 
been abused by their partners would also not find much protection from their families of 
origin. We learnt that women who run away from abusive relations to their families of origin 
are stigmatised and assigned labels like “the returns”. In the absence of adequate care and 
support services in the community, women are often left with no choice but to continue living 
with an abusive partner. It would be worthwhile for the program to consider the establishment 
of networks and linkages between existing services to facilitate the awareness of and 
accessibility to relevant services such as shelters, counselling services and support groups. 
5.3 REPRODUCTIVE HEALTH 
The discussion on risky sex and condom use reveals that although the implications of unsafe 
sex practices for HIV and STI risk are well understood, there is still a tendency among people 
to distance themselves from such risk. This was demonstrated by the fact that male 
respondents judged their peers‟ behaviour as risky but did not consider themselves to be at 
risk. An important focus area for the program would be on perceptions of risk and barriers to 
consistent condom use. Although condom use as advocated by the ABC approach to 
prevention is well understood, it is useful to demonstrate that high risk does not only reside in 
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the so-called high risk populations such as truck-drivers or commercial sex workers but that a 
monogamous steady relationship can be equally risky if the consistent use of a barrier method 
in sex is compromised. Obviously this is a difficult area for the intervention given that such 
relationships have mutual trust and faithfulness as important principles and that the use of 
condoms seems to question or go against these principles. It would also be useful for the 
workshops to debunk the myth that real men “do it straight” and instead emphasise that a real 
man protects himself all the time.  
5.4 TARGETING MEN 
One of the useful suggestions that came up on strategies to improve male participation in 
GBV, HIV/AIDS and reproductive health initiatives was the need for the MAP program to tap 
into existing resources such as sports clubs, neighbourhood associations and development 
committees where men are already participating instead of trying to get them to participate in 
something entirely new to them. This is especially important in the light of the fact that 
reproductive health has traditionally been a woman‟s domain. Emphasis was laid by many 
respondents about the need for a program dealing with changing men‟s attitudes to be led by 
men. It was encouraging to note that men generally held positive feelings on GBV/HIV/RH 
activities but identified external barriers such as community norms and lack of support from 
their partners and service providers as stumbling blocks. The challenge for the program 
therefore remains on how to break stereotypes that discourage male participation and this 
would involve targeting the broader society in order to shift norms that limit men‟s 
involvement.  
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6 CONCLUSIONS AND RECOMMENDATIONS  
This study has looked at the social and cultural factors linked to gender, gender-based 
violence and reproductive health issues. The study aimed to understand the inter-relationship 
between cultural norms, values and practices related to sex, gender and violence in order to 
inform and shape the Men as Partners program that hopes to integrate men into the domain of 
reproductive health which has thus far been regarded as women‟s territory.  
 
Gender inequalities and biases are evident in virtually every aspect of the social lives of men 
and women in the sites of study. This is evidenced by the interface between gender and 
culture as explanatory factors in virtually every issue that was discussed. The deconstruction 
of gender based stereotypes would appear to be a great challenge given that both men and 
women continually perpetuate and reinforce these stereotypes through individual and 
collective beliefs and values. As a result of the changes in the household structure brought 
about by migration as well as broader socio-economic challenges of unemployment and 
poverty, the masculine identity is greatly threatened. Migrant workers have to contend with 
isolation from families and their children grow up without the much needed physical and 
emotional presence and guidance of their fathers. The high rates of unemployment affect 
men‟s egos negatively especially in cases where their partners happen to be employed. Under 
these circumstances, it is not difficult to see why men increasingly have to reaffirm their 
masculinity and this unfortunately often entails the use of force.   
 
The study‟s participants welcomed the Men as Partners program. However, the perceived 
barriers to the accomplishment of the program goals again link back to the structural issues of 
gender and culture and other broader concerns such as unemployment and poverty. The 
critical question therefore is how to confront these deeply rooted beliefs and practices without 
being seen to be attacking a group‟s collective traditions and customs. Another important 
consideration that emerged from the findings was the degree to which people perceive the 
issues covered by the study as problems in their communities. This question arose particularly 
from the discussions on gender-based violence and risky sex practices. There seemed to be a 
tendency to downplay the severity and effects of GBV, risky sexual practices and HIV/AIDS. 
Social change can only occur after individuals recognise a problem and begin to question their 
own ideas and behaviour in relation to the problem.  
 
Community interventions primarily in the area of HIV/AIDS awareness and prevention have 
grappled with the issues of behaviour change for quite some time. Initial efforts focusing on 
promoting awareness in order to change individual behaviour achieved little or no measurable 
effects as they failed to take into account the important role of the socio-cultural environment 
in influencing individual and group ideals and practices. However, the shift to community 
oriented approaches and the realisation that the “social capital” that communities possess is a 
potential resource for community mobilisation has gained much acclaim internationally. By 
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targeting communities and systematically challenging norms through encouraging a social 
movement, it is hoped that some measure of change will be achieved. 
6.1 FUTURE RESEARCH 
This study addressed the broader cultural norms and values of gender-linked practices. Where 
possible we attempted to highlight counter-normative attitudes and behaviour. It is essential to 
gain a good understanding of collective norms in order to effect change in behaviour. 
However, it would also be useful to critically assess the factors that shape deviance from the 
ideals and stereotypes that are said to be cultural particularly where such deviance encourages 
health-enhancing behaviour. Such a study might want to consider the effects of socialisation, 
peer group norms and values and life experiences in shaping an individual‟s perspective 
differently from the norm. 
 
 In the area of gender-based violence, we examined reasons why violence is widespread 
particularly within sexual relations. Some of the factors that were identified particularly with 
reference to young men abusing school-going children included alcohol and drug abuse. It 
was not very clear to what extent violence in relation to alcohol and drug use is externalised 
and/or whether alcohol and drugs are consumed with the intention of being violent. These are 
questions that further studies including the baseline survey might be able to answer.  
 
A possible area for further investigation is the definition of consent to sex. Other studies have 
shown that consent is a relative term and is therefore open to misinterpretation. Although we 
asked participants to define what they understood to be consensual sex, we did not get much 
information on the differences in the subjective interpretation of „No‟ to sex. 
 
Lastly, it would be useful to assess and develop programs to improve the perceptions of 
service providers in involving men in reproductive health. Although men are increasingly 
expressing positive attitudes when it comes to participating in maternal and child health, 
negative attitudes from service providers as well as the unwelcoming atmosphere in health 
facilities have been mentioned in other studies as some factors that discourage men from 
accompanying their wives to these facilities.  
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APPENDIX 1: LIST OF FOCUS GROUPS CONDUCTED 
Topic Group Number of participants 
Reproductive Health 
Females, 15-24 11 
Females, 25-34 10 
Females, 35-54 12 
Males, 15-24 9 
Males, 25-34 10 
Males, 35-54 11 
Mixed group 9 
Gender 
 
Females, 15-24 9 
Females, 25-34 11 
Females, 35-54 11 
Males, 15-24 10 
Males, 25-34 11 
Males, 35-54 11 
Mixed group 8 
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APPENDIX 2: LIST OF IDIS CONDUCTED 
Sex Age Area Occupation 
Female 24 White City Jabavu Unemployed 
Female 19 Diepkloof Zone 6 Learner 
Male 23 Jabulani Unemployed 
Male  15-24 Orlando East Youth activist 
Female 28 Dube Spaza shop owner 
Female 34 Diepkloof Zone 6 Hairdresser 
Male 34 Orlando East Shoemaker 
Male  25-34 Dlamini Unemployed 
Female 48 Klipspruit Unemployed 
Female Above 35 Orlando West Unemployed 
Male  38 Dube Unemployed 
Male 35 Meadowlands Zone 6 Youth soccer developer  
Female 35 Kliptown Police Station Policewoman 
Female Above 35 Klipspruit HIV/AIDS volunteer 
Female Above 35 White City Creche owner 
Female 40 Orlando West Businesswoman 
Male - Diepkloof Church Pastor 
Male 30 Protea Businessman 
Male - Protea Glen Chairperson neighbourhood watch 
Male - Jabulani Paralegal advisor 
 
